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The facility must provide routine and efmergency Tequizeients when necessery
dnigs-and blologicals to its residents,.or obtain _
them under an agreement described in Fi31 X
§483.70(g) of this part. The facilify may permit 1. The expired Multi-Vitamins and the 0.45%  6/6/2007
unlicensed personnel to administer drugs if State _ mgiﬁ &Tﬁ%ﬂgﬁ were m
law pel:mlts, but :_Jnly under the general 2. All the other sadication  ro0r
supervision of a licenséd nurse, were checked and found m’,,:“"h’“m“h"-“mw
: with no gxpired medication found.
(&) Procedures. A facility must provide 3. Nursing staff re-educated on 5/24/17 (o
pharmaceutical services (including procedures ggﬁmmﬁymdﬂiﬁ .
that assure the accurate acquiring, receiving, mark them for destvuction,
dispensing, and administering of all drugs and 4. DON, ADON, or designee wilf check the
biologicals) to meet the needs of each resident. medication storage rocms 1x wily, x 3
months then randomly x3 months there afier
. . o : fo maintal lience. -
(b) Service Consultation. The facility must Findings Ef“tgf"m,y. udits will be
employ or obtain the services of a licensed forwarded to the QA Leadership team for
pharmacist who— review and resolution.

{2) Establishes a system of records of receipt and
dispoesition of all controlled drugs in sufficient
detall to enable an accurate reconciliation: and

{3) Determines that drug records are in order and
that an account of ail controlled drugs is
maintained and periodically reconciled.

{(g) Labeling of Drugs and Biologicals.

Drugs and biologicals used in the facility must be
labeled in accordance with currently accepted
proféssional principles, and include. the

; appropriate accessory and cautionary |
instructiorts, and the expirafion date when
applicabte.

(h) Storage of Drugs and Biclogicals,
(1) In accordance with State and Federal laws, |
the facility must store all drugs and biologicals in

LABORATORY DIRECTOR'S GR PROVIDER!SUP_PL‘LER REPRESENTATIVE'S SIGNATURE. . TmE ' (X8) PATE

safe s prévide sufficient protecion o the patients. (See instructions,) Except for nursing homes, the findings stated above are discksstié 80 da
following the dte of survey whether or not & plan of correction is providad.” For nursing homes, the above findings ah%plsms of comeciion are disclosable 1!;8
days following the uﬁt& these documents are made avallable to the facility. If deficiencles are cited, an approved plan of comection & requisite to continued
pragram parlicipation. . :
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locked compartments under proper temperature
controfs, and permit only authorized personnel to
have access to the keys. o

(2) The facllity must provide separately locked,
permanently affixed compartments for storage of
controlied drugs fisted in Schedule il of the
Comprehensive Drug Abuse Prevention and
Control Act of 1976 and other drugs subject to
abuse, except when the facility uses single unit
package drug distribution systems in which the
quantity stored-is minimal and a missing dose can
be readily defected.

This REQUIREMENT is not met as evidenced
by:

Based on facility poiicy review, observation, and
interview, the facility failed fo ensure expired
medications in 2 of 3 medication storage rooms
were discarded.

The findings included:

Review of the facility's Policy and Procedures on
Medications dated 7/2014 revealed,
"...Medication Storage...Routine checks must be
accomplished to ensure that expired medications
are discarded..."

Observation on 5/09/17 at 11:32 AM in the North
hall medication storage room revealed 1 boftle of
Stress with Zinc (mulfivitamins) containing 60
fablets had an expiration date of January 2017,
and 4 botties-with expiration dates of Apri) 2017.
During this observation Licensed Practical Nurse
(LPN) #1 confirmed the medications were
expired.

Observation on S/09A17 at 11:38 AM, inthe . |

100-hall médication room revealed 2 bags of
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0.45% sodium chloride intravenous (IV) fluid had
expiration dates of May 2016, 4 bags had
expiration dates of February 2017, and 2 bags
had expiration dates of March 2017. Diring this
observation LPN #1 vérified the medications were
expired. .
interview with the Director of Nursing on 5/09/17
at 3:50 PM, in the nurse management office,
confirmed the facllity failed to remoive expired
medications from 2 of the 3 medication storage
rooms. '
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